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by using a coil to mark the fissure side in
preoperative lung nodule localizationDear Editor,
Nodule localization is used for small nodules to decrease
the frequency of conversion to open thoracotomy during
video-assisted thoracoscopic surgery [1]. Localization with
a coil, which was first reported by Asamura et al. [2],
increased the rate of successful resection from 48% to 93%
[3]; however, when the lesion is located deep into the pa-
rietal pleura and attached to the pulmonary fissure,
marking on the parietal pleura generally means that a
larger wedge area must be obtained to ensure complete
resection. Deploying a segment of coil in the fissure would
theoretically provide a shorter surface-to-lesion distance
for resection, from the fissural side, of nodules located near
the fissure. To the best of our knowledge, this is the first
report of achieving a shorter pleura-to-lesion distance in
coil localization of a solitary pulmonary lesion near the
fissure by deploying a coil segment in the fissure.
A 51-year-old man in fair health underwent a health
examination in which computed tomography (CT) revealed
an approximately 8-mm solitary pulmonary nodule. The
tumor markers cytokeratin 19 fragment, carcinoembryonic
antigen, and squamous cell carcinoma antigen were
1.20 ng/mL, 1.10 ng/mL, and 1.20 ng/mL, respectively. The
patient strongly requested diagnosis and management of
the lesion despite suggested following up, and surgical
resection was performed.
Preoperative CT localization of the solitary pulmonary
lesion located at the fissure side of the left lower lung lobe
was carried out (Figure 1A). Under CT guidance, a 14-cm to
4-mm Nester 0.018-inch-diameter coil loaded into a 21-
gauge percutaneous transhepatic cholangiography needle
was inserted through the left chest wall and the nearbyConflicts of interest: All authors declare no conflicts of interest.
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left pulmonary fissure (Figure 1D). The distal end of the coil
was deployed on the surface of the pleura, within the left
major fissure (Figure 1B), and the proximal end of the coil
was deployed at the pleural surface when drawing back the
percutaneous transhepatic cholangiography needle
(Figure 1C). Postprocedural CT showed mild pneumothorax
and localized hemorrhage surrounding the target lesion
(Figure 1E). After localization, the patient was sent to the
operation room, and video-assisted thoracoscopic wedge
resection was performed. The coil on the fissure side was
identified during the wedge resection (Figures 1F and 1G). A
pathologic examination revealed an intrapulmonary lymph
node with anthracosis (Figure 1H).
This case demonstrates the achievement of a shorter
intraoperative pleuraelesion distance by preoperative coil
localization for a solitary pulmonary nodule that was
located at the immediate perifissural location. A mammo-
graphic hook wire was not chosen because its hook might
exhibit less conformability and tear lung parenchyma. The
distal end of the coil was successfully deployed in the tight
fissure space after meticulously monitoring the relation of
the fissure and the coils once the needle penetrated the
lesion, without causing any severe complication. The visi-
bility of marking on the fissure was enough for resecting the
target lesion.
In conclusion, in this case, using a coil as a preoperative
localization technique resulted in successful resection of
the lung nodule located near the fissure. Determination of
the success rate and the overall complication rate for coil
localization of lesions in such locations requires further
studies.pleura-to-lesion distance by using a coil to mark the fissure side in
ciences (2016), http://dx.doi.org/10.1016/j.kjms.2016.08.013
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Figure 1. (A) The patient was placed in a right lateral position, and a preprocedural CT was obtained. One pulmonary lesion
(arrow) was noted at the fissural side (arrowheads) of the left lower lobe of the lung. (B) The lesion was marked with the distal end
of the coil (arrow) on the fissure (arrowheads). (C) The proximal end of the coil was deployed at the peripheral pleura (arrow). (D)
The relationship between both ends of the coil and the lesion. The distal end of the coil was deployed in the left major fissure on
the pleura, and the other end was placed on the peripheral pleural surface. The coil was advanced through the lesion (black round
dot). (E) Postprocedural CT showed mild pneumothorax (arrowhead) and hemorrhage (arrow) surrounding the target lesion. (F)
Video-assisted thoracoscopy clearly identified the distal end of the coil on the fissure side (arrow). (G) The proximal end of the coil
(arrow) on the chest wall side was also easily identified. The nodule was then successfully resected by wedge resection. (H) A
pathological section with H&E staining shows an intrapulmonary lymph node with anthracosis. CTZ computed tomography;
H&EZ hematoxylin and eosin.
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